The discrepancy between needs and resources for the treatment of psychiatric disorders of childhood has been a concern over the past 30 years. Nevertheless, little attempt has been made to develop a rational service system or to determine which disorders should receive the highest priority for early intervention programs. Beitchman, Inglis and Shachter, in a series of four papers, have valiantly set out parameters to consider when estimating which disorders are most costly. These include the rate of incidence of disorders, their severity, their nature (episodic or stable) and the impact of the disorder on the child, his or her family and the community at large. The sum total of the costs (core, non core and individual) for any condition is termed the "aggregate burden of suffering." The authors maintain that estimates of these costs for the conditions which have the greatest effect in childhood would be useful to guide public policy on mental health care funding. The authors go on to consider in detail the disorders which are most important from a public health point of view.
groupings rather than disorders (for example, aggression) should be the focus of early identification and intervention. They suggest designating a series of known indicators in the child and the environment, taking the presence of protective factors into account and targeting those children who score above a predetermined threshold.
The authors are to be congratulated on having undertaken a series of almost Herculean tasks. They have reviewed the common disorders of childhood in terms of what is known about their origins, course and effect on children, their families and communities and they have discussed the current prevention and treatment interventions for each of these disorders. They had hoped to be able to determine the costs of each disorder and assign priorities for prevention and intervention. Unfortunately, rather like Charles Babbage, who designed a computer two scientific revolutions before it could work, they were unable to achieve their objectives. First, disorders in childhood (the DSM-III-R notwithstanding) are still collections of end-state behaviours, often with different etiologies and, it follows, needing different interventions. Second, the mechanisms behind the continuity and discontinuity of disorders in childhood are as yet far from clear. The authors have discovered during the course of their labours that risks are both interactive and cumulative.
The patterns of interaction between attributes, risks and protective factors are not linear but are interwoven like the threads in a Jacquard tapestry, in patterns of increasing complexity. Initially, parents develop a pattern of interaction with their infants, which is dependent on many factors, including their own childhood experiences, current functioning, relationships and support systems. Factors related to the child include gender, health status, physical maturity and temperament. Infants change the nature of their parents' responses to them and thus their interactions with them. Parents, in tum have an impact on their children and further influence the nature of the transactional interaction with them. As they grow older, children carry learned patterns of expectation and interaction into their relationships with other adults and peers which will mold further relationship experiences and be molded by them. It is the early dysfunctional interactional patterns which, unchecked, will develop into a spectrum of disorders which we should first learn to recognize and then target for intervention.
McConville et ai, in a paper describing a well constructed cross sectional and longitudinal survey, have begun to cross the divide between child epidemiological and clinical research. Their work may allow us to recognize the early patterns of disruptive behaviour and relationships which persist and become more clearly recognizable as disorders later in childhood. These authors conducted a survey of 3,000 children born at one hospital in Shanghai. They are following this cohort as a study of a natural experiment in child rearing (one-child families) to predict outcome, having carefully collected information about the children's cultural, familial, temperamental, neonatal and developmental histories as well as environmental risk and protective factors. The children identified by their parents as having problem behaviours at age four were followed up four years later. Of the 433 children who originally were identified as such, 92.8% showed problems of hyperactivity and disruptive behaviour, compared with 7.2% in the original cohort. The authors concluded that some child behaviour problems can be identified early and should receive prompt intervention.
It should be emphasized that the constellations of symptoms do not necessarily constitute a disorder and that the markers of future disorder in the child, family and community need to be followed in order to identify the factors which tum out to be true predictors. Attention needs to be paid not only to those constellations of symptoms which are likely to portend the most severe of conditions in a small percentage of children, but also to those leading to less severe but more frequent problems. Having identified patterns of early dys-functional interaction and risk factors which are predictors for later disorders, more specific interventions can be designed. In the meantime, we would do well to remember the following comment by Werner:
For the clinician, intervention may be conceived as an attempt to shift the balance for the client from vulnerability to resilience, either by decreasing exposure to stress related health risks or life events (such as the impact of parental alcoholism, psychopathology, or divorce), or by increasing the number of protective factors (communication and problem-solving skills, or sources of emotional support) available. For the researcher, the challenge of the future is to discover how the chain of direct and indirect linkages between protective factors is established over time so as to foster escape from adversity for vulnerable children (1) .
